I n the past, smoking tobacco in psychiatric and addiction treatment facilities was a widely accepted occurrence. 1, 2 People with mental illnesses are twice as likely as people with no mental illnesses to smoke, 3 and the likelihood of smoking is even higher for patients with psychotic and (or) substance use disorders. 3 Mental health treatment facilities have imposed smoking cessation policies in response to welldocumented adverse health consequences associated with smoking. [4] [5] [6] Reviews of smoking bans in inpatient settings suggest that adverse consequences, such as behavioural difficulties and violence, are rare with the exception of a few studies. 1, 2 While policy implementation may not lead to adverse consequences in inpatient settings, most studies indicate that most patients resume smoking immediately upon discharge. 1, 2 Further, most studies have focused on patient outcomes during hospitalization. Whether or not an inability to smoke is a deterrent to people seeking care from these institutions in the first place is unknown.
In this study, we assess the impact of 2 smoking cessation policies-one restricted to a particular institution and one affecting the entire province of Ontario-on the number of weekly visits to a psychiatric emergency department. We also assess the impact of these 2 policies on emergency department visit rates across 3 broad diagnostic categoriessubstance-related disorders, psychotic disorders, and other disorders. We hypothesized that the policies would reduce the number of patients seeking care, particularly in patients with the highest smoking rates, such as patients with chronic psychotic or substance use disorders. Because we used administrative health data that are routinely collected, we did not obtain consent from patients. The CAMH Research Ethics Board approved this study.
Methods

Setting and Subjects
Data
Client visit data are collected at time of service for the CAMH emergency department as part of the National Ambulatory Care Reporting System of the Canadian Institute for Health Information. For the purpose of this study, only emergency department visit date and primary diagnosis were used. We assessed the impact of the policy on visit rates in total and by specific diagnostic categories. Diagnostic codes are based on the emergency department psychiatric assessment and are abstracted from the patient's chart. We used the following diagnostic categories: psychotic disorders, substance-related disorders, and other disorders. Most (62%) of the other category were comprised of mood, anxiety, and adjustment disorders. Table 1 reveals ICD-10 diagnostic codes within each of the 3 diagnostic categories (psychotic disorders, substance-related disorders, and other disorders), as well as the relative proportion of each ICD-10 diagnostic code within each of the 3 categories.
Data Analysis
We used time series analysis to examine patterns of weekly emergency department visit rates during the study period using SAS version 9.1 (SAS Institute, Cary, NC). Time series analysis is a collection of techniques used for modelling autocorrelation in temporally sequenced data. 8 We estimated 4 intervention models (that combined regression analysis with a time-series analysis for residuals) using the conditional least squares method.
For all 4 cases (all patients and patients with substancerelated disorders, psychotic disorders, and other patients), the policy variables were modelled as binary variables assuming the value of zero prior to policy implementation and a value of one after. Thus the policy impact was modelled as a step function with an assumed permanent impact on use rates for each smoking cessation policy. (Figure 1 ).
Results
From
Discussion
Neither the hospital-specific nor the province-wide smoking cessation policies reduced the overall number of visits to the emergency department. Nor did they reduce the emergency department visit rate for diagnoses other than psychosisrelated disorders. However, the province-wide Smoke-Free Ontario Act imposed on May 31, 2006, had a significant impact on the number of emergency department visits for patients with psychosis-related diagnoses, one of the 2 diagnostic categories with high smoking prevalence rates. These results suggest that imposing a smoking cessation policy across a region results in reduced psychiatric emergency department visit use for patients with psychotic disorders.
There are several limitations to this study. First, the diagnostic categories are based on administrative diagnoses. These diagnoses have not been validated against any gold standard. However, we elected to use broad diagnostic categories that have face validity as clinically meaningful, distinct categories. The duration of study past the policy date is relatively brief; it is possible that the reduction in emergency department visits for patients with psychotic disorders is not sustained. Nonetheless, we detected a significant and persistent reduction in use for the 7 months following the policy implementation date. Given the nature of clientele who frequent a psychiatric emergency department, any reduction in visit frequency could be associated with adverse outcomes. Our data do not permit analysis of any regional effect of the smoking cessation policy on service use beyond the psychiatric institution studied. However, the Smoke-Free Ontario smoking cessation policy was imposed across the province of Ontario, making it unlikely that patients were preferentially seeking mental health care elsewhere. 
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Any policy has intended and unintended consequences. The goal of smoking reduction and cessation in patients with mental illnesses is laudable, especially given the high smoking rates 3 and well-documented health risks associated with smoking. Our findings suggest that if a smoking cessation policy is implemented in a psychiatric emergency department setting, consideration must be given as to whether this will disadvantage some patient groups or populations. The smoking cessation policy may act as a barrier to crisis services in people with psychotic disorders. Further research is required to determine whether the reduction observed is sustained.
Conclusions
When a smoking cessation policy impacts all health care facilities in a region, the number of patients with psychotic illnesses seeking mental health crisis support drops. The goal of smoking cessation in people with mental illnesses needs to be balanced by the goal of providing emergency department service access to patients in crisis, especially those with psychotic disorders. Given that these are vulnerable populations with specific clinical needs, concern must be raised over the potential for these kinds of policies to adversely affect access to services. Further research is required to explore more detailed outcomes related to the no smoking policy.
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